Emplo ent
EDD Development
Department

State of California

SDI Online Tutonal:

Physician/Practitioner Online
Access Information



Overview

Create an SDI Online Account

Access SDI Online Accounts

Add a Treatment Address

Assign a Medical Representative

Submit a DE 2501 Part B Certificate

Submit a DE 2525xx Supplementary Certificate



Create an SDI Online Account



ContactEDD | Forms & Publications | Online Services

State of California

Employment Deve!cuiiant Department L—.

Home Unemployme: t Disability . obs & Training Payroll Taxes Labor Market Info
Disability Insurance Pagd Family Lea Important Links

& Howto File a DI Claim ©How to File a PFL Claim « Apout the Program
© DI Eligibility © [PFL Eligibility - DI Eligibility
© DI Program Infarmation © FFL Program Infarmation
© DI Benefit smaunts © FFL Benefit Amaunts
0 M=w! 501 Online © Y=+ S0l Online
IMore Disability Insurance Infarmation IMorg Paid Family Leave Infarmation

To create an SDI Online

Employers Phys|cians/Practitioners account:
© Employer Eligibility © BYsics for Physicians/Practitioners
© Employer Requirements © Bdcoming an Independent Medical Examiner * Visit WWW.edd.C&.QOV.
© Voluntary Plans © Physicians/Practitioners
6 Workers' Compensation © Physicians/Practitioners Forms and © SeleCt Disab”ity.
© S0l Online Fujfications
© 3Dl Online .

* Under Important Links,

IMore Employers Information | li
IMaore PhysiciansiPractitioners Infarmation select SDI On Iine, or
* Under

Physician/Practitioners,
select SDI Online.


http://www.edd.ca.gov/

=~ . Employment
EDD Development
GOV Department

B IERES English

Staie of California Skip to main content Help | Login

Contact SDI . . .
SDI Registration Instructions
Dnline T
By Location Important: You are required to have a valid e-mail address to register in SDI Online.
By Phone
Telephone Numbers Welcome to State of California Employment Development Department's (EDD) State Disability Insurance (SDI) Online Reqgistration process

Automated Info System

The Disability Insurance (DI} Branch of EDD provides four registration choices. Select the registration opfion for the type of account that you need to
access the system

CLAIMANTS

Select this option to file a DI or Paid Family Leave (PFL) claim, access your personal claim information. and view payment history. You will need to
provide your Social Security Number and California Driver License or State 1D Number to complete the registration. The registration system is available
Monday through Friday, between 7 am and 7 pm

Continue to Claimant Regisiration

PHY SICIAN/PRACTITIONERS

Select this option if you are a Physician or Practitioner who certifies DI or PFL claims for your patients. The SDI Online allows authorized Physicians
and Practitioners and their designated representatives to view their patient's initial claim for benefits, submit DI and PFL claim certifications, and view
their claim certification history. You will need to provide your medical license information as filed with the California Department of Consumer Affairs in
order to complete registration. Physicians and Practitioners will need to first register for an account before they can designate representatives for their
account

confinue io Physician/Practitioner Regisiration

This will take you to the SDI Registration Instructions page. Select the Continue to
Physician/Practitioners Registration hyperlink.



Security CheCK You will see the Security
“Indicates Required Field CheCk page I’equeSting that

, you type the words shown in
e oo
I Ty Ancther This Security Check allows us to: a

Snell , X Visionimpaired * Then select the Next button

Ensure Restricted Access to Registration

m HHE|D Automated programs known as "Bots" cannot read distorted text as on the bOttom rlght (If you

well as humans. The Security Check helps prevent automated

rograms from blocking other users from registering for accounts with e 0 0
*Please type both words separated by a space below: tﬁngDD, g g g have d IffICU Ity V|eW|ng the
Provide an Audio Option for Visually Impaired Customers WOI‘dS yOU can Se|eCt the
o ] o ] An audio option allows visually impaired customers to hear a set of
You do not have permission to access this website if you are using an eight (8) digits that can be entered instead of the word challenge. Try An Other button Iocated

automated program.

to the right of the word
— box.)

Physician/Practitioner: Terms and Conditions

Terms and Conditions

Please read through the entire Terms and Conditions before proceeding. The information you provide may be used to verify your
identity with federal and/or state agencies. If “| Do Not Agree” is selected, you will not be able to establish an online account.

These Terms and Conditions, which include the Conditions of Use and Privacy Statements. govern the use of and access to: (i) this website 1
(www.edd ca govi); and (i) the information on or provided through this website NeXt you WI” See the

If you establish an online account you are responsible for maintaining the confidentiality of your username and password, and you are responsible for all PhyS|C|an/P ractitioner: Terms

activities which you authorize under your username and password. You agree to- (i) immediately notify the Employment Development Department (EDD) -
of any unauthorized use of your username and password or any other breach of security: and (ii) log out from your account at the end of each session and Condltlons page

By registering for an online account, you agree to check your account regularly and frequently for messages from the EDD. Please note that e-mails will
only be used to send notifications to log in to your account or when you request to reset your username or password. No confidential claim information

il be sent via e-mal Scroll to the very bottom of the
The information submitted by any party will be used by the Employment Development Department to carry out its responsibilities under the California F A
Unemployment Insurance Code, which may include the sharing of the information with other entities as required by law page once all the information

These Terms and Conditions may change from time to time and it is your responsibility to check for updates. The last revision date for these Terms and has been read and select the |

Conditions is February 1, 2012 Agree button’ |ocated at the
bottom of the page.

| have read and understand all the above information and wish to continue with establishing an account in the State Disability Insurance (SDI) Online

1 Do Not Agree




Physician/Practitioner: Account Verification Information

*Indicates Required Field

If you slresdy have an scocount with SO, log in hers.

Personal Information

Pleass enter your full legal name to register.

{if you have no middle name, leave blank)

Suffix:

[if you have no suffix, lesve blank)

*E-mail Address: | |

*Re-Type E-mail Address: | |

*Date of Birth: |:| (MMDDYYYY)
*Last four digits of Social l:l

Security Mumber:

*Physician/Practitioner l:l

License Number:

WEI HL.'T:E':|:|
*License Expiration Date: |:| IMMDDYYYY)
Medical School Name: l:l
Medical School YES':l

Graduated:

Address and Phone NHumber

Flesse enter the sddress snd chone number 83 provided to the Depsrtment of Consumer Affsins.

(@ US () International

*Address Line 1: | |

Address Line 2: | |
o ]
*Stats: CA w
*ZIP Code: l:l l:l

*Phone HL.’T:E'Z| | Ect: |

| [JChedk here if the phone number is international

[Mo dashes or spacss)

[ Next | Cancel |

You will now be directed to the
Physician/Practitioner: Account
Verification Information page.

* Fill out all of the information
requested. The red asterisks
indicate required fields that must be
completed. Once all the information
is filled out, select the Next button
located at the bottom right side of
the page.

When creating an SDI Online account,
remember to:

» Enter personal medical information as
it appears in the registration with your
Medical Board.

» Enter the mailing address the Medical
Board has on file.

Note: the user will be able to add
treatment addresses once the account
IS created.



‘Indicates Required Field

Account Information

Enter a Username and Password. Do not share your password with anyone

*Usemame
(must be 6 to 15 characters, no special characters)

*Password (case sensitive)

{must be 8 to 12 characters long, including an uppercase letter. a lowercase letter, a number, and one of the
following: ! @ # 5 % * & * ()
*Re-Type Password (case sensitive)
Y )
*Passward Hint

Choose your Security Questions and enter your answer to each question. This will be part of your Account Recovery Options

*Question 1: | Please select your question v

*Answer to Question 1

“Question 2: | Please select your question >

*Answer to Question 2

*Question 3: | Please select your question =

*Answer to Question 3

“Question 4: | Please select your question b

*Answer to Question 4

*Choose your Personal Image and enter a Personal Image Caption for it. The image along with your image caption helps you know that you are
at a valid EDD site and that it is safe to enter information. Refresh to get a new set of personal images

<8 7 &% 8 W o

*Personal Image Caption

The Physician/Practitioner: Setup

Security Profile Information page

will display. Once all information is

filled out in each field:

» Select a Personal Image.

* Then enter a word or phrase of
your choice in the Personal
Image Caption box.

Once completed, select the Next
button located at the bottom right
side of the page.

Note: The SDI Online system will
remember the computer used to log
in. If the user accesses their
account through a different
computer, they will have to correctly
answer to these security questions.

Be sure to make note of your
Username, Password, Security
Questions, and Personal Image to
ensure easy access when using the
SDI Online system.



‘Indicates Required Field

Communication Preferences

Indicate below how you prefer to be notified. Some EDD forms are not available online and will be sent through the US Postal Senvice.

“Preferred Communication” )| prefer to be natified by e-mail.
()| prefer to be notified by paper mail

(1 do not want to receive notifications. | will be reviewing the items in my message center regularly

Back to Top | Contact EDD | Conditions of Use | Privacy Policy | Equal Opportunity Motice

You will arrive at the
Physician/Practitioner:
Personal Profile
Information page.

» Select your preferred
method of
communication.

 Select Submit.



Successful Account Creation Notification

Your account has been created and your EDD Customer Account Number is A notification has been sent to you via e-mail. If you
do not receive an email, please check your junk/spam folder. To ensure e-mails from the EDD appear in your inbox, add noreplyi@edd ca gov to
your address book.

Back to Top | Contact EDD | Conditions of Use | Privacy Policy | Equal Opportunity Motice
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You will arrive at the
Account Setup
Confirmation page
where you will
receive a
Successful Account
Creation
Notification and an
EDD Customer
Account Number.

Congratulations!
You are now
registered with SDI
Online.

To log in to your
account, select the
Login button.



Access SDI Online Accounts



ContactEDD | Forms & Publications | Online Services

State of California

Employment Develooment Department L .2

Home Unemploymer '

Disability . obs & Training Payroll Taxes Labor Market Info
-/

New Online Services

Senvices have been enhanced and automated. Y can now file a claim
for Dizahility Insurance and Paid Family Leavg#nline, submit forms
anline, and view claim infarmation online. T register, visit:

EDD online

ALARENG IT WORK FOR YOLL

To access SDI Online

izw! SDI Online accounts:
l=«! 301 Online En Espariol
Mz Troubleshooting: AccessingS01 Online « Goto WWW.Gdd.C&.C]OV.

» Select Disability.

afiol » Select the SDI Online
Login hyperlink.

Disability Insurance Paid Family Leave

* Log in with the previously

© Howto File a DI Claim
© DI Eligibility

© DI Program Information
© DI Benefit Amounts

& H=w! 301 Online

More Disahility Insurance Infarmation

© Howto File a PFL Claim
© PFL Eligihility

© PFL Program Information
© PFL Benefit Amounts

& H=w! 301 Online

More Paid Family Leave Informatian

created Username and
Password (user may be
asked to answer security
guestions).

12


http://www.edd.ca.gov/

—. Employment

EDD Development
Dcpartmen!

GO
Skip ta co Help | Login
English D—
Contact 5DI
_ sDI Online Login SECURITY REMINDER -
Cnline Enter the username you On the SDI Onllne
By Location *Indicates Required Field provided during regiétration. We o
By Phone will ask you for your new I—Og In page-
Telephone Mumbers password and display your
Autemated Info personal image on the next
Systemn o "Username: screen.

» Enter your Username

and select the

Submit button to be
taken to the Home

Foraot username?

Reaqister o Screen

» Enter your Password
on the next screen
and select Log In.

*Indicates Required Field

Verify your personal image and enter your password.

Personal Image:
Note: the Personal
Image helps identify
that the user has

Personal Image Caption: test entered the correct
Username: Username.
*Password: (case sensitive)

Forgot your personal image?
Incorrect personal image showing?

Forgot password?

13



“Indicates Required Field

License Information
Licensee Name License Number

Message Center

ltems Requiring Attention and MNotices [New: 1, Total: 3]
Saved Drafts [Total: 7 ]

Claimant/Claim Sear~*

G#E5rch By | Claim D v |
Claimant Receipt Number : | |
My Receipt Mumber

Claimant/Claim Results

14

At the Home page, under the
Search section, the user can:

» Search by “Claim ID” to view
forms to be submitted.

» Search by “My Receipt
Number” to view the form
submitted by the user.

» Search by “Patient Receipt
Number” to submit a DE 2501
Part B Initial Claim form:

* In order to submit the DE
2501 Part B online, the
claimant must have
submitted the DE 2501 Part
A — Claimant Statement.

* The user will need the
claimant’s submission
Receipt Number.

* The user must also enter the
claimant’s last name to begin
the search.



Gov

o~ . Employment

ED Development
Department

MAIN MENU

_ “Indicates Required Field

l iraneo Infrirmatinn

Message Center

It iz important te read all mezzages from EDD carefully. S

No Resultz Found

tate “i Califormia gyintg main content

glect the sukject hyperlink below to view the mezsage.

Saved Drafts

Saved Drafis

Mo Resultz Found

To open and cemplste a form that you 2aved, select the Farm Name. Saved drafie are etored for a limitsd number of days and will ke automatically delsted
on the date indicated. To delete a draft immediately, zelect the Delste action.

15

The Main Menu
appears on most
screens and has
many options.

* Inbox: will take
the user to the
Message Center.
The user will be
able to access
their messages
from the EDD.

* Saved Drafts:
users can see all
the saved draft
forms that have
been started but
have not yet
been submitted
to the EDD.

Note: forms in
Saved Drafts will be
deleted after 30
days.



.-""'"“‘\ Employment o Manage My
Development Al
GOy =ik Department Profile: users can
. State of Califormia cuiotymain content update profile
information,
MAIN MENU including
) L treatment
ame
!.f.l.bﬂ ............................. addresses and
‘Indicates Required Field medical
Manage Iy Profile § .
Gzt Biighgaet
Physician/Practitioner Update Personal Profile Information . . . . . « Contact Us:

users are able to
submit questions

o thaie o

i y Address updates must be submitted in writing to the Medical Board with the Department of Consumer Affairs (DCA). DCA will provide EDD with DIS&bI|Ity

your updated address when the next license validation is done.
Insurance office.

*Indicates Required Field

Contact Us e :
Responses will

*Indicates Required Field :

k appear in the
Dizability Insurance General Questions I n bOX In the
For anzwers to general questions, pleaze vizit our Freguently Azked Questions page at: hitpdtwewew . edd.ca.gow/Dizabilitw/FAQ = him. If you have a Message Cente r.
question that iz net addressed or if vou would like to report fraud, you may contact the State Dizabilty Inzurance office by cempleting the infermation
below. —

*Category: | Select [+

*Mezzags:

*How do you want to recsive the | Sslect @

rezponse?

16



Add a Treatment Address



.

MAIN MENU

=~ —~_ Employment
ED Development
¥ Department

State of Califormia gy main content

“ *Indicates Required Field

'l License Information

Licensee Name License Number

Message Center

Inbiox [Mew: 0, Total: 0]
Saved Drafts [Total- 0]

Search

To submit a form, search by Claim |ID. To obtain information regarding forms previously submitted. search by My Receipt Number.
claimant’s portion of the application for Disability Insurance, search by Claimant Receipt Number.

To add a treatment
address:

* Select Manage
My Profile under
the Main Menu
on the Home

page.

" N



— You will be directed to the
ED Deulaatat Physician/Practitioner Update
;.._‘_‘_____-’

D o i
GOV Siirest catifornts s mmm comen Personal Profile Information screen.

MAINMENU  Physician/Practitioner Update Personal Profile Information | * Select Manage Treatment Address
o from the Page Menu.
.S.ia::d Drafts *Indicates Required Field

Il My Prafil
Comaci U * Users can add a treatment address

by selecting the Add button.

Addrese updates must be submitted in writing to the Medical Beard with the Department of Cenzumsr &

updated address when the next licsnss validatien iz dons.
PAGE MEHU

Change Security Questions
Change Paz=zword Treatment Address

=
L o

r;1anageTreatmentAddresé, v Eiciamgra
ae [ =di-a Treatment Addrezs

Repressntative Licensq vou may have multiple treatment addrezses az=zociated with your account. The treatment addresses below will appear az selection options when
completing online forms and will allew you to quickly provide your address without having to re-type it.

No Resultz Found

19



Add Modify Treatment Address

*Indicates Required Field

Add/Modify Treatment Address

{#» US " International

*address Line 1: [ |

Address Line 2; | |

“Ciy: | |
*State:
*ZIP Code: | | | |
*Phane Number: | | E:-ct| | []Check here if the phone number iz intsrnational

| save ] Cancel |

20

On the Add Modify
Treatment Address
screen:

» Complete all fields
and select Save.

Note: Users will
need to repeat this
process to add all
treatment addresses
at which they
practice.



MAIN MENU

Home

Manage My Profile

Contact Us

PAGE MENU

Change Security
Questions

Change Password

Change Personal Image

Manage Treatment
Address

Manage Medical
Representative

Utilities

Treatment Address

Treatment Address

You may have multiple treatment addresses associated with your account. The treatment addresses below will appear as selection options
when completing online forms and will allow you to quickly provide your address without having to re-type it.

Address Phone Number Action
123 Main St. 000-000-0000 Modify Delete )

Anytown, CA 95814

The user is directed to the Treatment Address screen.

« Once the treatment addresses are added, they will display on this screen.

» Users can select the Modify or Delete link to manage their treatment addresses.

21




Assign a Medical Representative



Home

GOV ;

MAIN MENU

=~ . Employment
ED Development
Department

—_— e e

tate of California gyiyg main content

Inbox

*Indicates Required Field

gl License Information

Licensee Name License Number

Message Center

Inbox [Mew: 0 . Total: 0]
Saved Drafts [Total: 0]

Search

To submit a form, search by Claim ID. To obtain information regarding forms previously submitted, search by My Rece
claimant's portion of the application for Disability Insurance. search by Claimant Receipt Mumber.

*Search By: [Claim ID v | |

*Patient Last Mame: | |

23

Medical representatives can
complete and submit forms on
behalf of the registered
physician/practitioner once they
have been added to the
account.

To add a medical
representative, from the Home
screen:

» Select Manage My Profile
under the Main Menu.



MAINMENU Physician/Practitioner Update Personal Profile Information The

Home Physician/Practitioner

Inbox ) . )
Saved Drafts *Indicates Required Field

Consate Undate B

Addrezs updates must be submittsd in writing te the Medical Beard with the Department of Conzumsr Affairs (DCA) DCA will provids EOD with your P rOfI Ie Informatl On

updated address when the next license validation iz dons. Screen appears.

Change Security Questionz Licenzees Name:
Change Paz=word = S o

-~ pnysicaner Add Delete Medical Representative .. e Select Manage

PAGE MENU

ldanage Medical

Reprezentative L icens) 5
Ml

“rou may have no mers than seven (7} reprezentatives whe may access yeur certification infermatien and assist in completing the forme. Pleaze sslect the Represe ntatlve
Add button to enter a new Medical Reprezentative. To medify or delste a Medical Reprezentative, zelect the appropriate action. ou are still rezpenszible for
certifying the medical forma. from the Page

No Results Found Menu.

et

* From the Add
. Delete Medical
Mational Representative

| communic| screen, select the

Indicats beloy Add button.

“Freferr T TETETEr 10 BE NOTHEd by e-rmal.

(| prefer to be notifisd by paper mail

(® | do not want to receive notifications. | will be reviewing the items in my meszage center regularky

24



Add Modify Medical Representative

*Indicates Required Field

*Firat Name: | |

Middle Name:| |

(if the medical reprezentative haz ne middle nams, leave blank)

*Last Nﬂme:l |

Suffod I:l

(if the medical reprezentative haz ne zuffix, leave blank)

*Last 4 Digitz of Social
Security Number:

*E-mail Address: | |

*Re-Type E-mail Address: | |

Back to Top | Contact EDD | Conditions of Use | Privacy Policy | Equal Opportunity Notice

Add Represzentative

25

On the Add
Modify Medical
Representative
screen:

» Complete all
required fields.

 User will need to
select a
treatment
address where
the
representative
will be providing
treatment.

» Select Save.



Add Delete Medical Representative

Medical Representative Information

“ou may have no more than zeven (7} reprezentatives who may access yvour cerification information and azzizt in complsting the formz. Plzazs z2slsct the
Add button to enter a new Medical Reprezentative. Te modify or delste a Medical Reprezentative, ==lect the appropriate action. %ou ars =till rezponzibles for
certifying the medical formz.

Hame Last 4 Digits of Social E-mail Address Date of Birth  Treatment Address Account Action
Security Humber Status
Jane Doe 1234 email@email.com 01-01-1950 &00 Capitel Mall Sacramente CA §5814-  Active
' 4207
Add

Once the medical representatives are added, they will display on the Add Delete Medical
Representative screen.

» Users can select the Modify or Delete link to manage their added representatives.

26



Submit a DE 2501 Part B —
Physician/Practitioner Certificate



*Indicates Required Field

Licenze Information
Licensee Name License Number
Jane Doe CA00000

Meszage Center

Inbox [New: 0, Total: 0]
Saved Drafie [Total: 0]

Search

To submit a form, gsarch by Claim ID. To ebtain information regarding forma previoushy 2ubmitted, 2earch by My Receipt Number. To lecats the claimants
portion of the application for Dizabilty Inzurance, =earch by Claimant Receipt Humber.

*Search BY: | Patient Recsipt Humber [ [R100000000033208 |

*Patient Last Name: | Doe J
| Search |

Search Results

Receipt Number Patient Hame Date of Birth
R100000000023908 John Doe 01-01-1950

lSu bmit Phwsician/Practiticner Cerificate

Note: if the Certificate is already submitted by another user (i.e., medical
representative), the Submit Physician/Practitioner Certificate link will not
be available.

28

To submit a DE 2501
Part B —
Physician/Practitioner
Certificate:

» Search by “Patient
Receipt Number” and
patient last name.

+ Verify the information in
the Search Results
section matches the
claimant’s records.

* The Receipt Number
link will allow the user
to view what the
claimant submitted on
their portion of the DE
2501 Part A - Claimant
Statement.

* Select Submit
Physician/Practitioner
Certificate under the
Action column.



View Claimant Portion

View Claimant DE 2501

Refer to the Claim for Disability Insurance (DI} Benefits (DE 2501} Claimant's Statement while completing this form. To open the Claimant's

Lo » The link allows the user to view the
claimant portion of the form.
* Once the user selects Next, they will

Statemen

View the Claim for Disability Insurance (DI} Benefits Claimant (DE 2501

You will first be taken to the View
Claimant Portion screen:

begin completing the certificate.

GOV :

o~ Employment
ED Development
Department

-_—

tate of California gy

to main content

MAIN MENU

Home
Inbox
Saved Drafts

Manage My Prgle

O—0—0—0

Contact Us

Treatment Patient Claim Information Declaration
sddress Infermation

Section 2B - Treatment Address

If the patient was treated at an address other than those shown below, navigate te your profile and add the treatment address.

Address Action

123 Main St. Select
Anytown, CA 95814

| Previous | | Not Found | Cancel |

29

» To begin the certificate,
select the treatment
address of where the
patient is being treated.

* When the user is
submitting a form,
there will be a number
of bubbles at the top of
the page to indicate the
step the user is on at
any given moment.

+ Each step will have a
title to indicate the
section the user is in.



You are currently on Step 2 Patient Information

*Indicates Required Field

Section 1 - Patient Information

Patient's Name: John Doe Receipt Number: R100000000035336
Social Security Number: |:| Date of Birth: |:| (MMDDYYYY)

File Number:| |

Section 2A - Physician/Practitioner Information

Name: Jane Doe Treatment Address 123 Main St.
Anytown, CA 95814

License Nurnber: CA00000 State of Licensure: CA
Country of Licensure: United States

*Phone Number:| | ExL:| | [ Check here if the phone number is international

(Mo dashes or spaces)

Type: Physician or Surgeon (MD) Specialty (if any}:| |

Section 3 - Treatment Information
This patient has been under my care and treatment for this medical problem:
*From:[ | (MMDDYYYY) To[  |(MMDDYYYY)
*Are you presently treating the patient for this medical condition? (O Yes ) Mo
Treatment Intervals:
*Was the patient seen previously by another physician/practitioner or

medical facility for the current disability/illness/injury?
If Yes,” enter date of first treatment: I:l (MMDDYYYY)

“At any time during your attendance for this medical problem, has the patient been incapable of (& Yes O No
performing his/her regular or customary work?

[ Next | save as brart | ancel

When completing the
initial claim form:

» Users can select the
Save as Draft button
at any time.

* Do not use the Back
button on the
browser. If the user
needsto goto a
previous screen, select
the Previous button.

* There are several
mandatory fields that
must be completed
before the form can be
submitted. These fields
contain a red asterisk.



You are currently on Step 3 Claim Information

*Indicates Required Field

Section 4A - Claim Information
*Date Disability Began: |:| (MMDDYYYY)

Indicate if the disability was caused by accident or trauma; and if so, indicate the date the accident or trauma occurred below:

*Accident or trauma? O Yes O Mo Date occurred: I:I (MMDDYYYY)

Far non-pregnancy related claims, you must provide the following date or indicate the disability is permanent.

Date you released or anticipate releasing patient to return to histher regular or customary work: I:I (MMDDYYYY)

Check here to indicate patient's disability is permanent and you never anticipate releasing patient to [
return to his/her regular or customary wark:

Enter the ICD Diagnosis Code and version for the primary disabling condition that prevents the patient from perfarming his/her reqular or
custornary work below:

*CD Diagnosis Code:| | *Diagnosis Code Version:

ICD Diagnosis Code(s) for Secondary Disabling Condition(s):

ICD Diagnosis Code:| | Diagnosis Code Version:
ICD Diagnosis Code:| | Diagnosis Code Version:
ICD Diagnosis Code:| | Diagnasis Code Version:

*Diagnosis - If no diagnosis has been determined, enter a detailed statement of symptoms:

Findings - State nature, severity, and extent of the incapacitating disease or injury, include any other disabling conditions:

31

When completing the initial claim form:

« SDI Online will accept valid ICD 9 and
ICD 10 codes.

« If the patient’s disability is diagnosed as
permanent, the user should still provide a
date in the “Date you released or
anticipate releasing patient to return to
his/her regular customary work” field.

» Example: If the disability is
permanent, enter a date in the far
future, such as 01-01-2050.



Type of treatment/medication rendered to patient:

If the patient was hospitalized, enter the date of entry, date of discharge and whether the patient is still hospitalized below:

Date of entry: (MMDDYYYY) Date of discharge: (MMDDYYYY)
Patient is still hospitalized? ) Yes (O No Check here if the patient is []
deceased:
Date of death: (MMDDYYYY) City:
Country: State: | Select +

Enter type and date of surgeny/procedure most recently performed or to be performed below::

Type: Date: (MMDDYYYY)

Enter the ICD Procedure Code and version for surgery/procedure(s) planned or performed below:

ICD Procedure Code: Procedure Code Version: | Sglect +
ICD Procedure Code: Procedure Code Version: | Sglect +
ICD Procedure Code: Procedure Code Version: | Sglect +
ICD Procedure Code: Procedure Code Version: | Sglect +

Enter the CPT code for surgery/procedure(s) planned or performed below:
CPT Code: CPT Code:
CPT Code: CPT Code:

Was the patient unable to work immediately prior to the surgery or procedure? () Yes (O No

IfYes ™ please provide

If this patient has not delivered and you du |10t a|1t|C|pate releasmg the pat|ent to return to regular or customary work prior to the estimated
delivery date, provide estimates for the number of days you anticipate the patient will be disabled after delivery for bath of the following delivery
types:

Vaginal delivery:| | Cesarean delivery:

If this patient has delivered, indicate type of delivery and any complications as applicable.

Type of delivery: | Selact ~|

If pregnancy is/was abnormal, state the complication(s) causing maternal disability:

 Previous | Next ] Save as Drait | Cancel.
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Physicians/practitioners can provide
an estimated number of days they
anticipate the patient to be disabled
postpartum.

» Example: If the doctor is allowing
the claimant 6-8 weeks of
postpartum disability, depending
on the delivery type, then:

 Enter the number 42 in the
Vaginal Delivery field (6
weeks x 7 days a week =
42)

AND

 Enter the number 56 in the
Cesarean Delivery field (8
weeks x 7 days a week =
56).

Once the Next button is selected, if
there is anything to be verified the
system will prompt the user.



You are currently on Step 4 Declaration

Section 7 - Certification

under penalty of perjury that the patient is unable to perform his/her regular or customary work because of the disability condition(s) listed
and | have treated the patient within my scope of practice.

rse Practitioner: | certify under penalty of perjury that the patient is unable to perform his/her regular or customary work because of the

Title of the person if not covered above {must be able to legally certify to a disability}:|

To review your information before yvou submit, select the hyperlink below. Your information will display below the Claimant's Statement.

View the Claim for Disability nsurance (DI Benefits Physician/Practifioner Cerfification (DE 2501)

Previous

[ submit | save as rart | Gancel

Certifying for the
disability:

* Once the form is

Confirmation

Please print this page for your records. If a printer is unavailable at this time, please record the Form Receipt Mumber below. The Form Receipt
Mumber is required to retrieve a copy of the Claim for Disability Insurance (DI) Benefits (DE 2501). You will not be able to access your
confirmation page and Form Receipt Mumber after this window is closed.

Form Receipt Mumber: R100000000035344
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completed, the
user will need to
select the option
in Section 7 —
Certification that
best describes
their role.

Before submitting
the form, the user
will have the
option of viewing
the form by
selecting the link
at the bottom of
the page.

Once the form is
submitted, the
user will be taken
to the
Confirmation
screen to get a
Form Receipt
Number.



Submit a DE 2525xx
Supplementary Certificate to
Continue Benefits
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Inbox

Saved Drafts

Manage My Profile

Contact Us

# Claim ID
DI1000000012

*Indicates Required Field

License Information
Licensee Name License Number

Jane Doe CA00000

Message Center

Inbox [Mew: 0, Total: 0]
Saved Drafts [Total: 0]

Search

To submit a form, search by Claim 1D. To obtain information regarding forms previously submitted, search by My Rec
claimant’s portion of the application for Disability Insurance, search by Claimant Receipt Mumber.

*Search By: | Claim ID ~| |D11000000012 |

“Patient Last Name: | Doe |

Saarch Dagyis

Patient Hame Date of Birth Claim Effective Date Clain
John Doe 01-01-1950 03-25-2012 Disa

Back to Top | Contact EDD | Conditions of Use | Privacy Policy | Equal Opportunity Notice

QY.
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To submit a Supplementary
Certificate:

» Search by “Claim ID” and
patient last name.

 Verify the claimant
information in the Search
Results.

» Select the Claim ID to view
the claim information.
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MAIN MENU

Home
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ED Development
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Inbox

Saved Drafts

WManage Wy Profile

Contact Us

to main content

Claim Summary

Claim 1D DI-1000-000
Claim Effective Date: 03-25-2012

Claimant Mame: John Doe

My Message Center Regarding John Doe
Inbox [New: 0, Total: 0]
Saved Drafts [Total: 0]

My Forms Available to Submit for |John Doe

gulict of forms available for submission. Please note that not all forms will be available at all times.

My Forms Submitted for John Doe
Mo Results Found

Back to Top | Contact EDD | Conditions of Use | Privacy Policy | Equal Opportunity Motice
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Claim information is on the
Claim Summary screen.

* Under the My Forms
Available section, the user
will be able to view all
available medical forms to
submit for the claimant.

» Select the form you want to
complete.

A



Physician/Practitioner Supplementary Certificate (Part1)

“Indicates Required Field

Section 1 - Physician/Practitioner Information

Hame: Jane Doe License Number: CA00000
Section 2 - Patient Information
Patient Hame: John Doe Date of Binh: 01-01-1950
Social Security Number: 001001234
Claim 1D: DI-1000- Claim Effectiva Date: 07-23-2012

Section 3 - Form Information

Please complete and submit this information by the dus date.

|ssue Date: Due Date:
Section 4A - Physiclan/Practitioner’s Supplementary Certificate

Patient File Number:

Specialty, il any:

*Age you still treating the 3 'Yes O Mo
patient?
*Date of last treatment: | (MMDDY YY) Mext Appointment Date: | | (MMDDYY YY)

What present condition continues to make the patient disabled?

Enter the ICD Diagnosis Code and varsion for secondarny disabling condition (s) that prevents the patient from perdorming his/er regular or
lcustamany work below:

Enter the ICD [

customary worl ICD Diagnosis Code: | | Diagnosis Code Version: Select »
IC:0 Diagnosis Code: Diagnosis Code Version: [Salagt ~ |

ICD Dig = | J - ; :

ICD Diagnosis Code: | Diagnosis Gode Version: | Select

Descrbe how the patient's present condition/impairment prevenis him/er from retuming to histher regular or customany work.

What factors or complications are disabling the patient longer than previausly estimated for this type of illness or injury?

[Next | Save as Drart | Cancel |
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The selected form appears.

* Enter the data requested and
continue to the following
screen by selecting the Next
button.

* Or use the Save as Draft
button to save the data and
return to complete the form
later.

Mandatory fields are indicated
with a red asterisk.



‘Indicates Required Field

Section 4B - Physician/Practitioner's Supplementary Certificate

“Was the patient hospitalized? O Yes O No
If "Yes." provide the following:

Date of Entry: |:| (MMDDYYYY)
Date of Discharge: |:| (MMDDYYYY)

[ Check here if patient is still hospitalized

“Was surgery/procedure performed, or will a surgery/procedure be (O Yes (O Mo
performed?

If “Yes " type of surgery/procedure: | |

Date of surgery/procedure: :I (MIDDY Y YY)

Enter the ICD Procedure Code and version for the surgeny/procedure(s) planned or performed below

| Procedure Code Version:
ICD Procedure Code: | | Procedure Code Version:

ICD Procedure Code: |

ICD Procedure Code: | Procedure Code Version:
Procedure Code Version:

Enter the CPT Code for the surgery/procedure(s) planned or performed below

ICD Procedure Code: |

CPT Code: | | CPT Code: | |

CPT Code: | | CPT Code: | |

Present estimated date patient will be able to perform his/her regular or customary work: |:| (MIDDYYYY)

Check here to indicate patient's disability is permanent and you never anticipate releasing patient to [
return to his/her regular or customary work.

“Would the disclosure of this information to your patient be medically or psychologically detrimental? O Yes O Mo

Previous

Next
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[ save a5 Draft | Cancel |

Continue entering
information as
appropriate.

Every page will have
the option to Save
as Dratft.

Or select Next to
continue completing
the form.
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MAIN MENU Submit Form

Home

Inbox
Saved Drafts Seclion 5 - Cen Lilication

IManage My Profile H
Contact Us Submittec by: . Jane Doe

[ All Fifysicians (Nedica or Osteopathic Physician and Surgeon, Chiropractor, Dentist Podietrist, Optometrist, Psychalegist)
and | hade treated the patiznt wihin my 2coepe of practice.

| certify finder penaky of perjury that the patient iz tnable to pe-form 1iefher regular er custemary work becauee of the dieabling candition(e) lieted azowve
and | hade treatsd the patiznt wihin my scope of practice. If fo- a condition other than a normal pregnancy or delivery, | certfy tha: | haws perfermed a
physicalfexamination and have collaborated with a physizian and surgson. O

[] Regigrar of a Ceunty Hospital in Califernia or Medical Officer of a US Goevernment Medical Facilty

| certify @indsr penaky of perjury that the patient iz 1nable to pe-form nizdher regular or customary work becauzes of the dizatling condition(z} lizted azove
and thezf corditions ars shown by the patient'z hozpital chart.

[] Othe

Title of person if not coversd above (must be able to legally certifyto a dzability): |:|
| Previous | | submit | Save as Draft | Cancel

Confirmation

Form Successfully Submitted

Pleeze print t1iz page “‘or vour racords. If a printeriz unavaiakbls at thiz time, pleaze record the Form Receipt Mumber below. The Form Receipt Nimber iz
required to retrisve a copy of the Fhysicien/Praciiionsr's Supplemeniary Cenificets (DI 2525X0K). Wou wll not be eble to accezs your confirmetion pags
and Ferm Receipt Murber aftsrthis windaw iz clossd.

Form Receipt Mumber 2100000000051008
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[ To submit the form, select the
| certify §inder penaty of perjury that the patient iz unable to pe-form visfher reguiar or custemary work because of the dizabling candition(z) listed azove Cert|f|cat|on type and the
[ Murs Practitioner Submit button.

The user will be taken to the
Confirmation page and
provided with a Form
Receipt Number.
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kip to main content

Help | Logout
MAINMENU  Claim Summary
Home
nbox
Saved Drafts . ] -
Manage My Profile Claimant Mams:  John Doe Claim ID: D1000-000-1
Contact Us Claim Effective Date: 03-25-2012

My Me==age Center Regarding John Doe
Inbox [Mew: O, Total: 0]
Sawved Draftz [Total: 0]

My Forms Available to Submit for John Doe

Below iz a lizt of formz available for submizzion. Pleaze nots that net all forme will e availabls at all timsz.

DE 25255

My Forms Submitted for I John Doe

Receipt Number Submitted Date=
RA0O0O00000 11-08-2012

Form Hame
2525xX Supplemental Medical Cert

On the Claim Summary page:

 All forms submitted by the user will appear in the My Forms Submitted section.
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Visit www.edd.ca.gov for more information about
State Disability Insurance.

The EDD is an equal opportunity employer/program. Auxiliary aids and
services are available upon request to individuals with disabilities.
Requests for services, aids, and/or alternate formats need to be made by
calling 1-800-480-3287 (voice), or TTY 1-800-563-2441.
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http://www.edd.ca.gov/
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